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o aoa’v {nitial Comments

| The Adult Cars Licsnsure Section conducted an i
. annual survey on 44 M B/2094 through TH2042014 ’

D184 10A NCAC 13F 0805 Training On Care OF CDise
| Diabetic Residen

104 NCAC 13F 0505 Training On Care Of
Diabetic Residents
 An adult care homs shal assure that Iraining o0
“the care of residents with disbetes is provided io
" unticensed staff prior 1o the sdrmnistretion of
¢ insulin as fgllows! , :
(1) Traming shell be provided by & registered i
nurse, regisiersd chammacist o prescibing ' ;
praciitioner. i
{2y Training shall includs at Jeast the following: :
- (a) basic facts about dizbetes and care nvolead :
in the management of dlabetes;
by Insulin-action;
{o) insulin storage; :
&y mikng measuring and injection techrigues
forinsuiin administration; :
(e} treatment and prevention of hypoglycemia
and hyperglyosmia, inclsding signs and
- symptoms;
() blood glucose monitoring: hiversal
| precautions;
. {g) universat prevautions;
| (n) appropriate administration tmes; and
& siiging scale insulin agministration.

This Rule snoimetas svidenced by
| aased on interview, and record review, the facility
" fgiled to asswre £ of D medication aidss sampled
Safa, D, G andH) received iralning by @ i ,
| icensed healih professions! on the care of
dishetic rasidents prior o administering insdinio ; :
 residents. The findings are: : P -
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D184 | Continued From page 9 [ Diss | 3
‘ :
L1 Review of Siaff A's personnel record reveslon :
| -Shewas hired as & Nursing Assistant (NAj on g
é 1PIARDIZ. , i
i -She compleied hev medication clinfcal skills ! I
: yalidation oD Q07204 | 1
| -She passed e nedication Alde exam an I
| 0871212074
1Mo documentation of the & hourf10 Hour or 18 §
i bour staie medicaﬁgr; fraining. i Dighetic traiping Was taught by our Ri with
[ Mo documentation @ diaheles raining: . ,
i o doe ) fabetes ramng ; | gouthern Pharmacy for il Med Techs: Al
| |rerview with Staff A on 11/20/2014 at 0830 2.m. topics related to care of diabetic residents |
i revealed: wers coverad with cortificates issued. 1
| -She could nat retenber i she had any specific Training for diabetic care wil be included s |
. of detalied talmng on %fbeigs . . part of the 5 hour training and infection
| -Shewas 2 medication aide on the Special Cae N .
Control Course prior 10 med techs

| Uit on the first shift from o700 am - 0300 g

_She administéred insulin 10 dinbetic residents. agministering medications or insulin 85 per

: regutation: Adrnistrater, RCC, SCUC !
Heview of the faciity’s redication adminisiration : s . B
L : and/ordesignes will imonitor To ensure
sords (MAR) revealed Staft A administered / .
~; insulin in September, Ootober, and Movembs?
24,

£5

somgliance: completion date of 1/16/2015 {E
!

| Referto intenview with the Spedial Care Unit :
Coordinator on 11/19/14 2t 0200 pats i !
: |

1

Referio nieniew with:the Administrator on
U 119/14 at02:30 pan

Refer to inferview with the Owner on 4204 at
04:00 p. : {

i
9. Review of SffU's personnel renord revealed:
Bhe was hired 888 midication side on §
DA28/2014.
‘; _She completed her medication dlinical =kilis 7 |
| validation on 05/05/2014. | ;
- -She passed he Medication Alde sxarm on | g
Civision of Heslih Sepace Regulation i
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0772412000,
-do docuwmeniation of disbetes fralning.

| Interview with Staff Don 11/26/2014 21 10:00 am.
. revesled:

| _She did not recall having 2 specific or defalled
fraining on digbeles.

_She thecked Ref Haining records she keplin het
car and did not have s training ceriificate for
Habeles:

-She was a medicafion aide on the Assisted
fing Uniton first shift from 07:00 am. - G300
DM,

| She administered insulin o diabselic residents,

Review of fhe facility's medication administialion
records (MAR) revealed Staff D adminisiered
insulin in November 2014,

Referto irfandicw with the Resident Care
: Coordinator for the Assisted Living Unit on
CARORO4E 1180 e

| mefer to intenview withthe Administrator on
MG 4 atf G230 puam

Befer o irfervies with the Qwneron 112074 at
0400 pam.

3., Review of Siaff §'s personng] record reveated:
-She was hired a5 a medication aide on
02/06/2013.
_She completed her medication glinical skilis
. validation on 02/26/2013.
-She passad the Medication Aide exam o1
OB/A0/201T.
“No dosumentation of disbetes training.

SiaF 3 was ol available for nterview.

) SUNIGARY STATEMENT OF DEFICIENCIES o
PREFIK {EAGH DERCIERCY MUST BE PRECEDED BY FULL PREFH {EACH CORDECTIVE ACTION SHOULD f
kv tet , RECULATORY ORLED {OENTIEY NG BFORBMATION ) TAES CROSE-REFERENCED T THE APPROPRISTE
DEFICIENCY)
0184 L Continuéd From page 2 D164 |
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Review of the facifity's medication adiminisiradon

records (MAR) revested Stalf A administered ,
| insufin in September, October, and November : |

2034,

. Refer to intendew ih the Special Care Unlt
| caordinator on 1118014 &1 0200 D

Refar 1o inferview with the Resident Carg
. Canrdingtor for the Assisted Living Uniton
17200014 gt 1130 A

Refar fo interview with the Adminisirator on
e 0230 pm

Rafer to interview with the Owner on HR04 at
8400 pam.

4. Review of Staff H's peysonnel record revealed:
-She was hired 28 a medication aide on

. 08/24/2013

| There was no dosumentalion she completed her

. medication clinical skills velidation.

' .She passed the Medication Aide &xam on ; ;

1200472011

“Np documentation of disbstes raining:

irtervievw with Staff H on:13/20/2014 =t D500 pa.
ravasied:
| _ehehad raining on disbstes inthe past but was
- unsive of when and where Lwas,
_&he had been chacked offon 8 clindcal siilis
: checkiist by & registerad nurse mcioding finger
. stick blood sugars and on insulin administration
_ which should be in her personnst e,
_Ghe had Been a medication gide on the Special |
5 Care Unit and ths Assist Living yniton first and : ,
| second shift (G7:00 aum. -03:00 pt. znd 03:00
p.m.- 1100 par).
_She sdministersd insulin to disbetic residanis.
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Reviaw of ihe Tacility's medication administration
“records (MAR) reveated Siaff H adminisigrad
insulin in Septembsr, October, and November
- 2014,

Reterin intetview with the Special Care Unit
Coordingtor on 11719714 a1 6200 p.m.

Refer 1o intendew with the Resident Care
- Coordinator for the Assisted Living Uniton
CPH2NR204 el T30 am.

| Refer fo interviow with the Administaior on
111914 21 0230 pm.

- Refer to interview with the Owneron 1120714 at
0400 pm,

- Interview with the Special Care Unit Coordinaior
- on 11419/2074 at 02:00 p.m. revealed:

~This legt ralning ondisbetes for the medicalion
aides ook place in Junsi2014.

_-The pharmacist was scheduled fo'come

S 420122014 to do another Faining &1 diabsies for
the medication aides.

-She had o documentation StelfA, G, and H had
| freining on disbetes.

| -She wes unaware Thiswas required before 8

. madication aids could administer nsulin.

Intérview with the Resident Care Coordinator for
the Assisied Living Uniton 11202014 st 11:30
am, revesied all raining documentation for staff
was i thelr personns! fes

interview with the Administrator op 111872074 at
0230 p.m. revesled:
“The Unit Goordinators for the Spedial Care Unit
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Continued Fron page b

and the Assisted Living ware responsible for
overseeing clinical walning rguiremens were
et for the staff on each unil.

-Hs was hired as ihe Administrator in Aprit 2014
and was sill leaming about stale reguiations for
assicted Hving factit
_Ha was not aware the faciiity was not meeling
the dizbates raining requirement for ol thelr new
medication aides.

“He was planning on making changes to thelr
curfent moritoring syster (o assure new and
existing staff mat clinical fraining requirements.

interview with the Owner on 11/20/2014 at 0400
n.m, revealed:
“The Unit Coordinators for the Special Care Unit

L and the Assisted Living were responsible for

pwversesing clinical fraining requiremnents werg
met for he staff on sach unit.

The Lni Coordinators provided the Blisiness
office manager with the personnal fles when they
wers complete and she double checked them lo
make sure Here was nothing missng.

-Changés werg going io be made 1o improve this
process o assre all personnal requirements
wers met

104 NCACH3F 0703 Tuberoulosis Test,
Medical Exam & Immunizatio

10A MCAG 153F 0703 Tubersulesis Test, Medical
Examination & immunizations

{a) Upon admission {o an adifif care home, each
resident shall be fested for tuberculosis disease
in comnpliance with the contral measures adopied
hy the Commission for Heaith Services as
specified in 104 NCAL A1A 0205 including
subsequent amendments and adifions. Coples of
the rule are avaiiable at no charge by confacting

0184

§ Adminfeirator, RCC o SCUC will ensure all
new residents have at least a 1 step T8
skin test prior to admission. RN will

administer the 2™ step alter admission.
Copies of each step will be keptin resident. |
chart as well as Administrators office.
resident found to have missing skin test las
heen updated with skin tests or X-ray on ’
11/15/2014,

Division of Health - Service Reguiation

STATE FORM

COROM i confinuglion shest 6of 31




PRINTED: 14/28/2014

FORM APPROVED
Division of Healih Service Regu ation
STATEMENT OF DEFICIERDIES (1) PROVIDER/SUPPLIER/CLIA (23 MULTIPLE CONSTRUCTION {%3) DATE SURVEY
A0 PLAN OF CORRECTION CENTIFICATION NUMBER; A BUILDING: COWPLETED
HALBES0IZ? B.WING = 142012014
RaVE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
PHLSON ASSISTED LIVING 3501 SENIOR VILLAGE LANE
E WELSON, NG 27856
oan SURAIARY STATEMENT OF DEFICIENCIES ‘ o PROVIDER'S PLAN-OF CORRECTION ; X5}
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL . PREFIX (EATH CORRECTIVE ACTION SHOULD BE C COWPLETE
TAGS REGULATORY DR LBD IDENTIFYING BIFCRMATION) THLS CRO%S-REFERENCEDR TS THE AFEPRORRIATE TATE
/ DEFICENCYS
H o e 1
D234 Continued From page © D234

the Depariment of Health'and Human Services,

- Tubercuiosis Control Program, 1902 Mall Barvice
Center, Raleigh, Morth Cardlina ZTRE9-1802.

Thie Rule is not mel as evidenced by

| Based on record review and interiew, fhe faciity ' i
tailed to assure 3 of 7 residents (#2, #4, #5) ' '
residing in the feciiity were tested upon admission

¢ for tuberculosis (18] disease in compliance with

| control measures adopiad by the Commission for
Health Services. The findings are.

o

Soview of Residesi#6's current FL-2 dated

IS4 revesles diagnoses included dementia

| (prasurmed Alzheimar's), benign prostatic i
nypertrophy, and allergic rhinits. ‘

jee]

- Review of Resident #5s Resident Regisler
 revesied iy admission dete ofOBEH4.

Qaview of Resident #6's révord revealed no
[ documentation of any tuberculosis (T8) skin fest

| |nterview with the Resident Care Coordinator
(RCC) on 13719014 2t 3:00 p.on: revasled:
. Residents were supposed o have atieastone
| TB skin iest when they were gdmitted to the
- facility.
- Shewould then have the faciity's foenssd :
| nealth professional suppont {LHPS) murssio {
place a second siep once the residents were
admiited.
- - Residenl #5 oid not have gy TBskin lesis
whan he was sdmitted on 08/02/14
. She thought the LHPS nurse had placed a first
sten TH skin test on Resident #5 shortly after he
‘was admitied but she could not find the ’ :
documantation. ' ; .
_ Oncs the TR &kin fests-are placed, LHRS
nurse gives ihe paperworni o he Special Care

Diaision of Heslh Service Regulation
STATE FORM s COROY if vontinuation sheet 7 .of 31
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Unit Coordinator {3CUC) who has a home health
nurss to fead the 78 skin tests.

- Interview with the Special Care {Unit Coordinalor

{SCUC) o 11718114 21 340 pm teveaied:
. Residerds usually have ope step T8 skin test :

“upon admission.

- The faciity's LHPS nurse ysuzlly placss a
sacond step TH skin'test when 2 resident is

: admied and gives the SCUC the pEpEWOTL.
- SCUC gets any nurse from a local home health
agency that services the facility 1o read the TB

~ skin lests when they are there for faciiity visits:

L. Hime healih ridfse will document onthe

| peperwork and SCUC wil foparard the completed

TR test paperwork to the RCC for residents Hing

. on the assisted living side of the fachity.

. S0UC dig notrecall i she had received any T8
test panerwork for Resident #8 becauseshe

- fogused more on the paperwork for the residents

who resided inthe special care unit.

Teleprione interview with the faciity's LHPG nurse

Con 11/19/14 2t 342 pm revealed:

- She rememberad placing ong T8 skintestfor

 Résident #5 shortly after he was admitied.

. She would have given the paperwork to the

| SCUC.

. She dogs not usually read the TB skin iesie 50
she did not know i the TB sKin test she placed on
Resident #8 had been read.

- She had not placed anhy other T8 skin tesison

" Resident #5.

' . She usually piaced a second step TB ghin test

; because residers were already supposed o

. have one siep upon admission,

interview with the facilitys THPS nurse gt the
| facility on 11/20/14 revealsd:
' . Sheplaced a T8 skin test on Reaident #8

Dhasion of Heslth Service Regulation
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today :
- Facility was aware and the faciity witl be
! responsible to have the T8 skinfestread by 2
nurse pver the weskend.

5 Teview of Resident #2's currart FL-2 dated
0872712014 ravesied:

| _Diagnoses included: Alzheimer's Dementia;
Seizures, Hypoglycemia, Hypertension, Disbetes
Melitus, History of Mood Disorder, and
Ceukocylosis.

Roview of Resident #2°¢ Resident Registy

(=1

revealed he was admited 071312013

Review of Resident #2's record revealed:
. -Step 1 tubsroulosis fest done on 07/18/2013 and
| rend as negative on QT/20/2013:

_No docamentation of & Step 2 tuberculosis test

irgerview with the Spetial CareUnit Coordinaior

on 12072014 8t 11:00 B revealed;

© _She had contacied Resident #2's primary care
physiclan’s office on 117192014 1o ses {ihere

. wag arecord of 2 second tibercuosis test al their ;

| office and she had not heard back yet.

. -Bhe had made arrangements fora thercliosis

test to be placed by the licensed health
professional nurse atihe {acility on 112402014,

| -She'woulld have 2 second uberculosis 1es]
placed in 2weeks if therg was nat a sscond step
fuberculosts fest on file 8t Resident #2's primary

carg physician's office.

| 2. Review of Resident #4's current FL-2 dated

01116114 reveated: : !
. -Diagnoses of Sigmoid Volvulus, Berign :
. Prostatic Hyperplasia, Chroric Cbeiructive
" puimonary Disease, Hypertension, Atrial

Givision of Health Servics Regulation
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_ Fibriilation, Diabstes Keilitus Type 1, Vision and

Hearing impairment, Hypothyraidism, Do Not

| Resusciate, History Positive Purified Protein
Derhvaiive (FPD)

Review of Resident #4s Resident Regislry
revesied he was admitted on 05/12/1887,

- Review of Resident #4's records revealsd:

| -Apositive PPD dated 03-17-1988.

-There was no documientation conceming
fotlow-up of a positive TB skin test in 1888,

-A negative Yearly Record Tuharculosis
Seresning dated 02-10-2014,

-An x-ray which wag performed on 11-18-2014
sfter the concern was brought to the fadity’s
attention by the surveytr with negative results for
active wuberculosis diseass.

Iteriview with Resident Cars Coordinator for
Assisted Uiving on 131820114 at 04:30 .M.
- revegled:
-Shewas Aot aware that Resident #4 had 2
Ristory of posfive PPD.
“She did fiot know why he had notreceived a
PPy test upon admission in 1887,
-8ha'was not aware that there needsdtobe a
follove-un chest x-ray after a positive PPD test.
. “VWEE mzke sure thal Resident #4 recelved 2
| chest x-ray tomorrow.

Based on atempted intarview with Resident #4
Con 1192014 st 11045 A M. Resident 24 wasnol
interviewabie.

- Attempts were made o speak with Resident#4's
| guardian with no success,

D334
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Cof residents.

Tha findings are:

! physician]

in 1 week.

D273 10A NCAC 13F .0902(b) Health Care ;
[ 10A NOAC 13F 0802 Heslth Care

| {b) The facility shall assure referral and follow-up

|45 mest the routing and acule health care nesds

. This Rule s notmetas svidenced by’
“Based on record review sndintenvisw, the Tacility
| failed to assure referral and follow-up fo mest ihe
. routine and acute health carevesds for 10 3

residenis (58} sampled recelving blood thinning
- medicatin who Sid not havs labwork as ordered 10 ;
L monitor the effectiveness ofthe blood thinner:

Raview of Resident #8% record mvealed:

- Diagnoses on the current FL-2 dated 05/13/14
inciuded aorfic stenosis, diabetes melliius,
hypertension, anamia, asthma, chronic

. phstructive pulmonary dissase, and ostecarthritis.
- Hospital discharge record dated 06/13/08
noting the resident had 2 hisiory of pulmonary
ermbolism (blood ciat i jungs) and was recaiving
Coumadinda blood thinner):

Reyiew of Resident #8's record revealsd:

- Dider dated D9/09/14 fo keepourrant

- Coumadin dose at 7.5mg Monday through

Satirdey and 7rmig on Sunday based ot an INR of

|24 (within therapeutic renge). [INR s 2 lab value
used 1o montior Coumadin therapy. The INRg
genérally recommended fo be 2.0~ 3.0 for most

" clinical suations or s specified by the

Order dated DO/0S/14 5 have INR rechecked

)
3
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Review of Resident #8's record reyesiad:

© - Mo documentalion of an INR one week fatet on
L8614,

- Mext documented INR was a progress note by
the home heallh nurse {HHNy indicating e INR
was 2.1 {(within therapeutic range) on 0823114,

- HMHN nurse documented he reported o the
Nurse Practiioner and there were na changes i
the order and INR was to be rechecked in 2
wWesks.

Review of Resident #8's record revealed:

- Order dated 10/07/14 to keep current dose of
Coumadin at 7.5mg Monday through Saturdey
and 7mg on Sunday hased on an INR of 2.4
{within therapsutic rangey and recheckin 2
wesks.

. No documentstion of an MR belng dong singe
10/07M14:

teferview with the Resident Care Coordinator

| (RCC) on 111814 &t 5:34 p.m. revealed:

- She was unawars the [NRs dus on 08/16/14

and 102 1H4werenot nthe resident's record.
HUN usually came to the facilily To draw the

1NRS for Resident#8.

+ She eould notfind documentation of the MBS

bt she would contact e home heatth 8gency.

intervisws with the RCC on 11/19/14 &t 12:30
o revealed:

- Ghs contactied the home health agency and
the INRs for 08/16/14 and 102114 were not
dong.

. She was unsure why the INRswere not dong.

Telephone imerview with the home health nurse
{HHN) on 111404 2t 147 pon. revealsd;

_ Order dated 10/07/14 for Resident #8's NR
, be rechecked in 2 weeks somehow gol lost in the

Completion date of 1/16/2015

RCE, SCUC ar designee will réview resident
charts weeldy that have 8R’s to ensure
they are current. The home health nurse
will update the RCC, SCUC or designee 10
snsure the INR information is accurate and
up to date. INR form has been implemented
! for completion In resident charts. RCC,

SCUC has set electronic reminders to inform
thern of dates and residents in need ofdabs:”
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ompller sysiens
~ He 4ig not know why the orders did not show
up on the systety because hie would have entererd
thiam at the time of his visit on 1007714,
- He was currenily working on setling up a time
_$o recheck Resident #8's INRL
- He was unsure if the INR was checked on
05716/14.
- He would chack his records and call back with
~information for the INR due on 09/18/14.

imterview with the RCC on 11/18/14 a8 320 pm.

revesied:

- The faclity has 2 Coumadin ratking

worksheet they keep in each resident record for

any residents who recalve Coumadin,

- RCC has not been using the Coumadin

worksheet and she has not been tacking the

fabs.

- She gave o explanation for notusiig the

worksheet o frack the Coumadiniabs.

- ROC refies on the homs health nurse (HHN o

draw the abs when nesded,

- She does not ulilize a system 10 make sure 1he

{abs are drawn &3 ordersd.

- HHNusually contacts the prestibing

practifioner wher labs are drawn {0 gel verbal

. orders.

2 ROC vl fEx 2oy orders to the phapmecy and
the prescribing praciitioner toget countersigned.

. Review of the Coumadin worksheet in Resident
| #8's record revesied it was blank with no
documentation.of any INRs.

intendew with the HHN on 1120/14 st 1110 am.
revealed:
- Hewas at the facility 1o récheck Residen #8's
INR.
- e just sterted worldng as HHN atthis facility

i
i
i
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~on 08/23/14,
-~ MR dus oh D8/15/14 must have been

avericpked when the home heslih agency
transitionad and changed nurses in 082014
- 'Hie had receriified Resident #8 In his compuier
systerm on 10/07/14 and entered the aider dated
10/07114 but for some reason the order did not

flag in the system and did not gensrate fo show
an INR was dus,

.- He has spoken {o the Nurse Praclitionsrand

. he will recheck the INR today and notify the

. Nurse Practifioner,

Interview with Besiderd #8 on 11204 811187
aum, revesled:

- Home health ndrse (HHNY usually chesked her
INR every 110 2 waeks.

~ HHN just checked i foday on 1H20/14,

|- Priortotoday; they hed not checkeditin g
while and she did not knpw why.

. She dented any current symiptoms of unusus!
hieadingfbriising of symptoms. of blood ciols.

Telephone infervisw with Resident #8's Nurse

| Praciitioner (NF) on 1120014813104 pam.
revesled:

- She received 5 call on the previous day,
4/19/14, from the home hesith nurse (HHN) who
notified her that Resident #8 had somehow Been
dropped from thelr system and the INR had oot
heen drawn as ordered.

- HHN ususlly calls the NP wher iabs are drawn
and NP gives the HHN verbal orders for any dose
changes and insiruciions o when 1o redraw the
MR,

- She was unawate of the missed INR on
0BMBI4,

- NP steted the HHN would be checking
Resident #8's INR today on 112014,
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| Review of the home health INR resulis form
. dated 11/20/14 revealed:
.. Resident #8's INR was 1.9 (below therapeuiic ;
. range) on 11/20/14. v
| Werbal order from MNurse Practifioner to keep
the Coumadin dose the same and recheck in 2

" weeks:

[ A58 10A NOAC 13F 1004(s) Medication . Dass
Administration

40A NCAC 13F 1004 Medication Administration

| {2} Aradult care home shall assure that g
preparation and adminisiration of mediCations,
prescription and aoreprescription, and treatments

by staf ars In accordance with:

- {1) orders by aficensed prascribing practitioner
\which are maintained In the resident’s'record;.and

*{2) rules in this Sectioh énd the facility's policies
and procedures.

- This Rule isnot et as evidenced by:

*Based on oheervation, inténview, and record
review, the Tacility falled to assure meadications

were administersd as ordered by the licensed
sresciibing practiioner for 2 of 12 rosidents (#2,

- #8) observed during the medication passwhich

inehided errors with the sdministration of nsudin

- for both reciderts. The Bndings are;

| The medication errorrate was 7% as gvigenced
ny the observation of 2 errors out of 27
apporiurities during the 500 pim. medication
pass on 19/18/14 and the o0am 1100 aa
12-00 noon medication passes on 111814

3

1. Review of Resident #8's.record ravealed:
|~ CurrentFL-2 dated 03/10/14 included :
" diagnosiss of dizbetes meliitus.

Draision of Heaith Service Regulation
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- Physician's order dated 0122114 for fingerstici
Hiood sugars (FSBS) o be checked wilh meals
=nd administer Apidra according o the following
seale: <o00= 0 units; 200-250=15 uniia; and
=950 = 10 units. [Apidrais rapid-acting isulin
used tolower blood sugar. The menufacturer
recomyrends Apidra should be taken within 18

| minutes before of within 20 minutes after stariing
a meal)

IAccording o the Apidra manufacturer, 2 safely
yest should be performed belore every jection of
fhe Apidra ihsulin pen. Adose of 2 units should
be digled up and thenjection bulton pressed unil
the dose window shows 3 "0". This removes aif
subbies snd ansures the pen and needle are
working property. (Air bubbles displace the
arhount of insulin in the syringe and prevenis the
ful dose from being administered.} The safety
test should ahways be performed before gach
injection ]

Oihservation during the 5:00'p.m. medication
pass on 1171814 revealed:

. Masdication aide checked Resident #9's blood
sugar at 407 pom. and #was 236,

. Medicabion aide stated she would give the
resident insulin at 4:30 pa when it gol closerio
suppertime whichwas 500

- Medication aide disled the Apidra penito 8
units and injected the insulifinto Resident #9 at
4:33 p.on

- Wedication aide did not perform a sately test
prior o dialing the § units and adrinistering the
insulin

. Resident #9was nof sarved supper et until
523 g, 50 minutes after receiving Apidra, 2
 rapid-acting insufin.

mmteniew with Resident #8 on 1118714 21 512

Biabetic training was taught for aff med
techs by SeuthernPharmacy EMon
11/19/2014. Training included proper
simes and techniques for checking diabetic
residents prior to their meals. Training aiso |
covered propér priming of pens from -
different manufacturersin ensura the
accirate dasage of insulin is given to sach
resident, As indicated earlier, diabetic I
training will be held prior to yred techs ‘
sdministering insulin or medication per
regulations.
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pum. reveaied:
|- Resident #8 was siling ify dining rogm waiting
" 1g be served suppet-
- Somelimes she got herinsulin 30 minutes or
jonger before she receivad her meals:
She can-tell when her blood sugar gats bralow
! 70 hecause she gets & hotfgeling.
. She was not curmenily experiencing any
symptoms of low Hlond sugar.

interview with the medication aide on 11/18/14 at
| 525 p.m revealed:
- She usually checked biood sugars around 400
p.m. when she started her 5:00 pav. medication
nass o save fime.
| . She would then go beck and give any insufin
around 4:30 par since supper was semved
arpund 500 pam
- Stafl staried serving supper &t 5:00 p.m. i the
' special care unit and then the srall dining room
in the assisted living side of the faciiity.
- ‘The large dining room in the sssisted Hving
| side of ihe facilty; where Resident #8 cals, was
he last o be served supper so would yisualy be
after 5:00 praswhen they received theif meal.
_ Shéwes unaware of the need fo perform a
safefy test with the Apidra insulin pen.
- She did not know whata safely festwas of
how to perform &

irterview Wit the Resident Care Coordinator
ARGy on 111 8714 al 5:34 p.mi revesled:
| i shiould Be traingd fo prime the insulin
pens before sach use with the safety test
- They have been trained to her knowledge and
should know to dial 1o 2 units before each use 10
| do @ safely test.
. Siaft are supposad te check the blood sugers
and acministered the insulin a1 the same time.
- Drasrs for plood sugars and insuli pop up on

Diaision of Health Service Regulation
STATE FORM
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| the electronic MARs at 4:00 pm: but staff usually

et unt around 4:30 pm. or Just bafore the

| residents eat 1o give the nsulin

. Fadility's policy is to give rapid-acting mnaulin

| ghout 15 minuies before the resident sals.

- RCC stated they wouldretrain the madication
sides and adjust the times on the MARs o

 cosrsspond better with maal Hmes.

Review of the November 2014 medication
_administration records {MARS) revealed Resident
. #9's biood sugar ranged from 75 - 272 from
L0 - TSN

Aempi to contact Resident #9's primary care
physiclan wasun succassiul;

5 Wewiev of Resident #2's current FL-2 gated

| OBISTI4 revested:

.~ Diagnoses included disbetes mellitus,

| hypoglycemia, and Alzheimer's dementia.

|- Order for ingerstick blood sugars (FSBS) o be
chetked nefore meals and sl bediime and

. adinister Novolog sliding scale nsulin according

| to the following: - 200 = 0 units; 201- 300 = 5
units; 307 £ 400 = 10 tints; 401 -500 = 15 unils;
and >500 = 20 trits and oall physician. { Novolog
ie rapid-acting insulin used o iower blood sugar)

| {According te the Novolog manufacturer, Movolog

' nen should be primed using an air shot before

sach injection. Perform the air shot before sach

infection by tuming fhe doss selector to 2 units:

© Hold the pen withthe needie pointing up anhd tap
cartridge gently with your finger a few fimesfo

¢ make any air bubbles coflect atthe top of the

‘ cartddgs. Press the imlection button all the way m

et dose selecior returns 1o 0" Adrop of insulin

. ghould appear at the nesdle tip. If nait, change
the needie and rspeat the procedure. (T0is

+ D358
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removes air bubbles and ensures the penand
needie areworking properly. Alr bubbles displace
- the amount of insulin in the syringes and prevents

the full dose from belng administered.)]

| (Sheervation during the 11330 a.m. medication

pass on 11719714 in the special care unit

revealed:

- Madication gide checked Resident #2's biood

stigar at 11:58 am: and { was 260.

- Wedication aide placed a new necdio on the

Mavoiog insulin pen and disled to 2 units and

aimed the pendown toward the frash can and

pressedths injection button untll it disled 10 zero.

« Wedication aide than removed the prifmed

. nesdle and put 2 new naedis on the pen.

- She then digled 1o 5 unfis-and infected the

insulin inip Resident #2 at 12:02.p.m.

- Medication aide did not primé the second

' pesdie she placed on the pen by performing the 2
unit alr shot.

irterview with the medicstion gide ony 11718714 a8
S 42:10 pom. revesied:
- She was swars an alr shot was raguired prior
o each injechion with the Novolog insulin pan.
- She thought shie had to change the needie
afier the sl shobwas gone because she could
- hear the pan click.
- Bhe thought the olicking sound meant she
could ot diat up another dose without changing
 the neadie.

| Inteniew with the Special Gars Unif Coordinator

| {SCUC) on 11719114 at 3:05 p.m. revesled:

- Staff ars supposed o prime the insylin pens

" hefore sach use with the 2 unit 2ir shat.
. They &re supposad to dial to 2 units then press

* bitten untlh i gets back io zero and then they dial

| ug amount o give to resident using the sams

Diivision of Heglin Senvics Regulstion
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needls,
- They are not supposed o changs the nesdle
© after priving:
Sha thought in the past they may have had
semie pens that would not dial up once they
- glicked so staff may have heen thinking about
some oid pers they had 2 long time 2g0.
' She will retrain staff 1o make surs they know
how o do the 2l shot o prime the pens.

mased on ohaervation; intervew and record
| TEvIEW, Resident #2 was not interviewable due o
* diagnoses of dementia.

Review of the November 2014 medication
adminisiration records (MARs) revealed Resident
#7's biood sugsr ranged fom 72 - HI (#2000
: sccording to the glucometer manufacturar) from
C1IRV4 - THIBA

D468, 10A NCAC 13F 1 308 Special Care Unit Stalf
Oirientstion And Train

10A NCAC 13F .1309 Special Care Unit Staft
- UrientationAnd Training

" The facility shall sssure that special care unit staff
- receive ot least the following orlentation and
raining:

{1) Prior 1o establishing @ special care unit, the

. administrator shall document receipt of af least

| 20 hours of fraining specificio the population 1o

* he served ior each special care unitio be
oparated. The administrator shall have inplagea
plan fo train other siaf assigned 1o the unit that

identifies conterd, fexis, sources, svaluations and
schedules regarding iraining achisvement.

{2y ‘Within the frstweek of employment, each

- employee assigned to perform duties in the

Hivsion of Health Service Regulation
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special care unit shall comipiste sbt hours.of

srientation o the nature and needs ofthe

residents.

{3} ‘Whhin six mornths of employment, staff

responsible for personsl care and supervision ‘

within 1 it shall iets 2 urs of aining : e . .

Wil N the unit sna C{,}.? e 5 0 ho .ﬁ 5@?3 Twenty hour 5CU tralning or ail Spedal

specific 1o the populetion being served in addition . ]

Care Unft staff has been held perstate

i the waining and compatency requirements in :
. Rule 0501 of this Subchapterand the sihours regulations. Additional 20 hour training has |
- of prientation required by this Rule: peer scheduled 1o include alt staff eligible
5 Syaﬁ *’es?@?&b*e fsr‘pezsanai care and ; sowork in SCU. New hires will recejve the
supervision within the unit shall complete at east o e e

12 hours of confinuing education annually, of 20 hour training as specified in state
which sic hours shall be dementia specific. regulations. Administrator, RCC and/or

SCUC will mondtor for cofrpliance.
Completion date for SCUFstaff was 12/16/14
This Rule I8 not melas eyidenced by

Based onrecord review end inigrview the fadility
failad o assure 2.of 6 staff sampled working on
the Spedial Care Unit (Staff C and G} completed
& hours of orisniation onthe nature and needs of
those fesidents within the first week of
srapltyment, and 8 of 8 staff sampled (StaffA, G,
£ F, 3, and H) received 20 hdurs of addifional
fraining specific to the popuiation being seryad.
The findings arel

1.

1. Reviewol Saf A's personnel record revesiad
She was hired 85 a Nursing Assistant (NA) on
1211472042,

_Documerdation ehe had completed the 8 hour
training on the nature and needs o ihe residents
with Dementizon 121142012

-No documentation of 20 hours of tralning specilic
i caring for residents with Dementia.

¢ erview with Staff A on 1172002014 2t 0830 amy
revealed:

_She was 5 medication aide on he Special Care
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Unit on the first shift from 07:00 a.m. - 03:00 p.m.
_Ahe did not racall 20 hours of addifional training
in her first & monihs of employment refated ©
caring for the resident with Dementia.

- mefar {0 interview with the Special Care Unit
Ceoordinator on 11/18/14 21 02:00 pan.

| Refer to interview with the Administrator on
111814 et 02030 0.,

Refer 1o inferview wath the Owner ob 142004 at
o400 pa

2. Beview of Staf O's personnal record revealed
-She was hited &5 3 Personal Carg Aide.on
020872012,
' No documentation of completing 8 hours of
orientation on ihe rigture and feeds of the
residents with Dementiz or 20 hours of additional
fraining within the Tirst 8 months of smployment.
- 4 hour OEU wralning certificates refated 1o the
nature and needs of residents with Dementia
were recaived on 1D/02/2014, 10/31/2012,
O1/ANE0E, OTOB2013, DFPIEI2013, and
0820020138,

Interview with Staff C on 11719120714 at 0245 p.m.
revesied:
. .She worked as & medication aide on the Special
! Care Unit first shift from §7:00 -03:00p.m.
_She tries to attend all the ciasses offersd al the
" facility and has attended classes on caring for the
 resident with Dementia.
| _She was familiar with the videos used io prisrd
staff to the Special Care Unit population.
.She did hot recall if she had 20 hours of
additional training within the first 6 months of
. omployment

D468
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metor to interview with the Special Care Linit
| Coordinator on 11719714 21 02:00 pm.

Refer to interview with the Adwinistrator on
LAen4 sl 0230 pm

RBafer fo insrview with the Qwner on 11720414 at
, D400 pam

3 Review of Sta¥ E's personnel record revealed:
-She was hived 25 & Nursing Assistant on
QOER014

- “There was a & hour training shest certificate on

| the nature and needs of the residents with

- Dementia in het record which was not dated or

' signied by the Unit Coordinator.

~No documentation of 20 hours of iraining specific

. to caring for residents with Dementia.

intarview with the Spepial Care Unit Coordinator
o 11192014 at 02:00 p.m, revealed Siafl € had
the B hour fraining on her date of tire and she

. nust have forgoiten 10 shon and date it

Siaf £ was not avallable for interview.

Referto interview with the Special Care Unit
- Coordinator on 11/19/14 at 02:00 p.m.

! mefer to interview With tHe Adminisirator on
1194 at 0230 pm

Refer o interview with the Owner an 112074 8t

04:00 pom.

4. Review of St2f F's personnel racord revealed:
- -Shewas hired as & NAon 1002842015,

468
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_Docurientation she had completed the 6 hour
training on the nature and nesds ofthe residents
with Dementia on 10/20/2012.

_No documentation of 20 hours of training specific
to caring for residents with Dementia.

Sttt Fwasg not avaiiable for inferview .

Refar 1o interview with the Special Care Unlt
Coordinatoron 11718/14 at 02:00 p.m.

Refer to interview with the Administrator on
; a4 et Ga30 pam,

Rater to interview with tha Owneron 112014 &
D400 pam

5 Review of Stof G's'personins record revealed:
-She was Hired 28 a medication side on
020823,

o documentation of complating 8 haurs of
srientation on the nature and heeds of the
residents with Dementia or 20 hours of addiional
fraining within the first 8 months of employment.

Staif 3 was not availahie for interview,

Refer tn interviey with the Speciel Care Unit
Coordinatoron 111814t 02:00 pm.

Rafer 1o intanview with the Adminisirator on
A4 et 230 pam

fRefar to Imterdew with the Qwheron 11/20/14 at
0400 pam.

6. Review of Staff H's personnel record reveaied:
Shewas hired 882 medication aide on
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| 09/24/2013. :
Documantation she had completed the 5 howr

- raining onthe nature and needs of the residents

- with Dementia on 08/24/2013

- -No docurentation of 20 hours of raining specific
to caring Tor residents with Dementia.

imterview with Siaff H on 11/20/2014 a0 05:00 pm.
revezled: |
-Shs had besn a medication aide on the Special
Care Unit and the Assist Living unit on first and
secord Shift (07700 am, = 03:00 p.m. and 03:00
pn - 1100 pomed

She did not recall having an addiional 20 howrs
of additional ralning within the first 8 months of
employment on caring Tor residents with
Demantla.

“The training she has had shouid be i her
persormel file

Refer to interview with e Special Care Unit
Coordinator on 11191481 02:00 pm,

Refor {o intorview with the Administratoron :
T718/14 a1 §2:30 pome ;

Refer io interview with the Owner of 11720114 at
£4:00 .

imterview wih the Special Care Unit Coordingtor
ort TAA82014 51 02:00 pom, vevealed:
. When new siaff are hired she provides them with
. the 6 hours.of orientation onthe naturs and
. needs of the residents with Dementia 50 they weif]
pe preparéd 16 work on both the Special Care
Unit and the Assisted Living Unil. :
“The & hour training Is usually done on the day of :
"hire or shorlly alitenward. {

Division of Health Service Regulation
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¢ “There are some siaff who only work on the

Assisted Living Unit (Staff Band D). :
-SteffA, C, B, F. G, and H work on bothi the
. Spedial Care Unit and the Assisted Living Unit. |

Al sta¥ praining cerlificates should be in their

persannel files.

| Interview with the Adminisirator on 117182014 &t
§02:30 pan. reveaied:

-He was a new Administrator and was Hired in .
April 2014,
~THe previous Administrator had been providing
the 20 hours of training on caring for residents
with Dementia, .

-#'had not been done for approximately 18

morths and i was going to be siarted up agahn.

_Tha Unit Coordingtor for the Special Cere Unit

was responsible for overseeing dlinical traiing
reguirements were met for the stalf working on

the Spedal Care Unit.

“Hewas hot aware the Tacility was not meeling

the Special Care Unit fraining requirements for

staff responsiple for persona! cars and

supervision of tha residents on the Special Care

Unit,

. -He was planning on making changes fo their

- purrent monitoring syster fo assure new and

- exisiing staff met dlinical training requirements.

.He had scheduled the 20 hour ralning o stest

again in December scheduled for 4 five hour days

on 127102014, 120112014, 1211512014 and

124182014

i
i

Interview with the Owner on 11202074 at 64:00
p.am. fevealed:

-She was sware of the 8hour and 20 hour
training requirement for staff whe work onthe
Special Care Unit on care'of the residents served.
' “The Unit Coordinators forthe Special Cars Unit

- and the Assistad Lving waire responsible for

Crision of Heallh Senvice Regdiation
STATE FORM caB COROHT i continuston shest 28 of 31
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: pverseeing clinical fraiving requirements were

| mat for the staff on each unit.

| -Changes were going 1o be made fo assure &t
persannel training requirements weare mel

D935 .55 131D-4.58{b) ACH Medication Aldes; | D835
Training and Competency

5.8.§ 131D-4.58 (o) Adult Care Home
: Medication Aides; Training and Compstency
| Evaluation quuifemen‘{s.

: {1 Beginning Ociober 1, 2013, an adull care
home is prohibited from aliowing siaff 10 perform
2ny dnsupervissd medication aide dulies uriless
that Individual hes previously worked a2 2
medication aide during the previous 24 monihs in
an adult care home or successiully complsted ol
of the following:

9 A five-hour fraining program developed by the
" Depariment that Incledes tralning and instruction
i all of the following:

a. The key princples of medicgtion
admirdstraion.

4. The fedéral Cemters for Disease Gontrol and
Prevention guidelines on infection control and, i
applicable, safe injection practices and !
procedures for moniforing oF testing iy which ;
bleeding deours or the polential for biasding 1
axisls;

(23 A clinical skills evaluation consistent with (BEY
NCAC 13F 0503 and 1DANCAC 13G 6803

3y Within 80 days from the date of hire, the _
individual must have completed the following: ;
a. An additional 10-howr fraining program
developéd by the Departmentthat includes

" traiping and instruction in aif of the following:
1. The key principles of medication
adminisiration.

CHvision of Heallh Service Regulslion
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PRINTED: 11/28/2(14

FORY APPROVED
Division of Health Service Regulation
TETEMENT OF DEFICIENGIES X5y PROMDERSUPPLIERICLIA (X2 ULTIPLE CONSTRUCTION X3 DATE SURVEY
A0 PLAR OF SORRECTION OERTIFIGATION NUMEER! A, BUILDINGS COMPLETED
HALO9B02Y B, WG , i1zniz0id
WARE OF FROVIDER OR SUPPLIER STRELT #DDRESS, CITY, STATE, JFCODE
Al SON ASSISTED LIVIKG 2567 SENIOR VILLAGE LANE
WLSON ASSISTE G
VLSO, G 27888
Xam| "'LEMMA}?‘{ STATEMENT OF DEFICIENGIES i3]} ; PROVIOERS PLAN OF CORRECTION 245)
PREFIE {EACHDENG ERCY WUST BE PRECEDED 8Y FULL PREFIX {(EACH CORRESTIVE ACTION SHOWLD BE COMPLETE
TG RESHLATORY OR1S0 IDENTFY NG INFORBATION) TAG ) CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

D835 Cominued From page 27 DE3s

5 The federal Centers of Disease Control and

Prevention guidelines on infection control and, if
applicable, safe injection practices and A L

" procedures for monitoring or testing in which Prior to employment, Medication techs

plesding occurs of the potential for blseding must provide evidence of work as.a med

feck within the last 24 months, if

exisis.
g s ke ; $ 3 2 s H
b. An examination developed and administered applicable, in addition to other venfxcatz()m
by the Division of Health Service Regulation in
competency requirements and training. RN

aceordance with subsection {c} of this sechon.

i

will schedule per regulation to fulill
requirements by the state 10 administer
i . . medications. Administrator, RCC, SCUC
This Rule 18 not metas evidenced by X . .
Based on interviews and record reviews, the and/or designee will montor o ensure
facility failed fo assure 3 of & medication aldes
sampled (S A, C, and F) met the stale
requirements 10 administer-medications. The
findings ares

compliance. Completion date of if 16}28.25

1. Review of Stef A's personnel record revesied:
-Sheowas hired as a Nursing Assistant (NA) on
1281412012,

-She comnpletedher medication clinical skills
validation on Da07/2014.

-She passed fhe Medication Alde exam on
OBI212014.

1 1o docurnentation of the 5 howr/10 hour or 15
hour state medication aide fraiing.

Interview with SIaf A on 1172012014 21 08:30a.m, :
revesled: "
_She did not recall having & 5 hour/10 hour of 15
hour stele medication Faining when she became
s medication aide in June 20714

_She was a medication aide on the Special Care
Unit-an the first shiff from 0700 am. - 0500 pw

Review of the September, Octobsr, and
November 2014 medication administration
records (MAR) Tevealed Staff A administerad
Cvision of Health Ssrvice Regulgion
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medications during these 3 monihs,

| Refer to interview with e Special Care Unit
. Coordinator on 11/18/14 st 02:00 pam.

| Refer to interdiew with the Administrator on

11718714 81 0230 pm.

. Refer to interview with the Owner oo 112004 &t
c 0400 pmy

2. Review of Staf C's personnel record revesled:

-She was hired as 2 Personal Care Alde on

B crlis sleel el

-She completed her medication clinical skills

. validation on 0772372013
. -She passed he wedication Alde-£xam on
212018,

_No documeniation of the 5 hour/10 bouror 15
naur slate medication gids fraining.

Interview with S1af G on 117192014 gt 0245 po.
revealed:

_She did riot recafl having a 5 hour10 houror 15
Hour state medication fraining when she becams
amedication aide in Novernber 2013,

-She iries fo atiend ai the classes offered atthe
faciiity.

Beview of the September, Otlober, and
Novernber 2014 MAR revealed Staff C
administered medications during these 3 months.

Refer to imendew with the Speciel Care Unit
Coordinator on 1H/1514 st 02:00 pam.

| Refer to interviev with the Administrator on

11/19/44 at 02:30 p.r.

ofer 1 erview with the Ownaron 14720014 &t

Dg3as
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04:00 Hom

3. Review of Staf F's personnel record revesled:
-She was hired as & nursing assistanton
FO/28/2012.

-She completed her medication dinical skilis
validation on D2/%/2074 and again on
OB/042014.

-She passed the Medication Alde exam on
0R/28/2014.

N documentation of the 5 hour/10 hour or 15
hour state medication aide raining.

Reoview of the September, Oclober, and
Novernber 2014 MAR revealsd Btaff F
sdministerad medications during these 3 months.

. Siaff F was not available for interview.

| Bsfer 1o intendew with the Speciat Care Unit

Coardinator on 1918714 at 0200 p.m.

Rafor o intervisw with the Admrisirator on
1S4 &t 02:30 pm

Befor to interview with the Owner on 11720014 a1
04:00 pimu

Interview with ihe Spedal Care Unil Coordinator
on TIHAG204 & 02:00 p.oy. revesled:

“8he was aware of the 5:hour/10 hour or 15 hour
state medication aide training requirsment and

 had a.copy of the state regulation.

“The facility did not have a fraining plan or
procedure in place yet for the medication aldes 10
receive the 5 hour/1D hour or 15 hour state
medication aide fraining requirement.

0835
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interdew with the Administrator on 1171872014 at

| 02:30 pim. reveaked: :
“The Unit Coordinators for the Spacial Care Unit :
and the Assisted Living wers responsible for Z
¢ gverseelng olinical training requirementis were

- et for the staff o gach unit

_He was hired as the Administrator inApril 2014

snd was sl lsaming sbout state regulations for ;
assisted living facilitiss.

“He was not aware the faciity was not meeling
the 5 hour/10 hour o 15 howr siate medicafion
mide training requirements.

-He was planning on making changes 1o their
current monitoring system 1o assure new and

- existing staff met requirements for chinical

- training.

Imterview with the Owner on TH2HZ014 al §4:00
pm. revested:

“The Unit Coordinators for the Spacial Care Uni
. and the Assisted Living were responsible for

| pverseeing clinical fraining requirements werg
et for the staff on each unit.

“Tre Unit Coordinators provided the Busingss
 office manager with the personnel files when they
wers compiete and she doubie checked them o
make sure thers was nothing missig.

-Changes were going fo be made fo improve this
process to assure 2l personnel reguivemenis
wers mel
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Herring, Belverly G

From:

Sent:

To:

Cc:

Subject:
Attachments:

Goodell, Jane

Tuesday, December 23, 2014 10:13 AM
eforbes@wilson-co.com

Herring, Belverly G; Oakley, Eva; Rodgers, Marie
Wilson Assisted Living 2014-12-17 POC CORO11
Wilson Assisted Living 2014-12-17 POC CORO11.pdf

Please see attached Plan of Correction. Thanks. Jane
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